When the telephone rings in the middle of the night, there is an intuition that goes beyond reason that whispers, ''This is bad news.'' It's not uncommon to have calls in the middle of the night from the emergency department, residents, physician assistants, and nurses, but perhaps there is a sixth sense that doctors develop over time that makes them hesitant to pick up the phone. I recently received that call, but it was not what I was expecting.
Just 12 hours earlier, I had been standing on the sidelines of a tough Atlantic Coast Conference (ACC) football matchup as one of the team physicians. It was a physical game between rival colleges that ended in a victory for our team. Despite the hard-hitting, physical nature of the game, we made it through without any major injuries; in fact, there was no need to even warm up the x-ray unit in the training room. It's not surprising to any team physician that after a big win, the line in the training room at the end of the game is remarkably diminished.
I hesitated before I picked up the phone, and as I raised it to my ear, I could hear sirens in the background. An athletic trainer who seemed to be nearly out of breath told me that one of our players was found by his teammates in cardiopulmonary arrest; he was being transported to the hospital, and the paramedics had started cardiopulmonary resuscitation (CPR). I quickly dressed and drove to the hospital. Although the drive was short, it seemed as if time had slowed down. During the drive, I replayed the game over and over. Did I miss a cardiac contusion, a pulmonary injury, or a concussion? What could I possibly say to the parents of this truly gifted athlete and honors student? I ran into the emergency department and, escorted by a nurse, quickly headed toward the trauma bay, all the while dreading that someone would tell me that there was no longer a need to run. I entered the room, expecting to witness a full code blue in progress, with intravenous lines, stat medications, intubation, and a defibrillator at the bedside. What I found was quite different, almost in biblical surrealism.
The athlete was sitting up in bed surrounded by doctors, nurses, and the athletic trainer, and when I entered the room, he called me by name. He didn't look any different than the last time I saw him as he exited the stadium after the game, but he was indeed resuscitated from a full arrest. The paramedics had saved his life but not through their efforts with CPR or defibrillation. They had seen this picture far too many times before, and they had administered naloxone (Narcan) in the ambulance. He had overdosed on opioid prescription medication combined with alcohol.
The player had undergone knee surgery 2 years ago, and he had used only a small number of the opioid tablets prescribed for postoperative pain. The remainder of the prescription remained in his medicine cabinet, and on this night, the combination of opioids and alcohol nearly took his life. He was opioid naive, not a habitual user of opioids or alcohol, but there are emergency rooms, treatment facilities, and cemeteries lined with young people who have fallen victim to this growing crisis throughout America.
He was discharged from the hospital the next morning. As team physicians, we were able to coordinate mental health services and counseling for him through the college. It's important to note that there are no local or statewide reporting requirements for the exclusive purpose of providing postdischarge care and prevention of another overdose for the average patient. It's astonishing if taken with the perspective that those reporting requirements are in place for dog bites; last year, nobody died from a dog bite at our hospital.
The truth is that opioid overdoses have now outpaced motor vehicle accidents as the leading cause of accidental death in the United States. The number of deaths in Massachusetts has escalated rapidly, with a 41% increase from 2014 to 2016. 4 Only 12% of opioid-related deaths are directly related to prescription medication; however, 80% of victims start their addiction with prescription pain medication. The national numbers are staggering, 1,3 and more patients are becoming addicted each year than can be adequately treated in facilities and programs ( Figure 1 ).
Our collective treatment of athletic injuries has been based on a data-driven analysis; yet, there are very few data to drive our decisions regarding the treatment of acute pain or postsurgical pain with prescription medication. Several professional societies and organizations Keywords: opioid; prescription; overdose; standardization New Addicts Treatment Programs DEATH Patients Addicted Figure 1 . The rate of new patients addicted to opioids outpaces treatment programs, creating an increasing number of patients addicted to opioids. We are filling the bathtub at a much higher rate than we can empty the tub. The growing number of patients addicted to opioids simultaneously increases the mortality rate. Adapted from Sterman. 5
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As the chief medical officer at our hospital, I performed a quality and safety study to evaluate this variation, and what I discovered was surprising. I will preface the results of the study by stating that we have highly qualified, thoughtful clinicians within our organization who place their entire focus on the patient.
The study revealed that there was a wide variation in the type of medication and number of tablets prescribed for the same surgical procedure between providers. Even more unexpected was that providers varied their prescriptions for the same surgical procedure for different patients, despite none of the patients in the study taking medication preoperatively. The study also demonstrated that the majority of prescriptions were written by residents or advanced care practitioners, and there was an even wider variation between their prescriptions compared with those of the attending physicians. Finally, to gain efficiency, many prescribers provided the postoperative prescription to the patient at the time of preoperative history taking and physical visit 1 week before surgery. By the time the patient arrived in the operating room for the procedure, at least 10% of patients had either taken the entire prescription or lost the prescription.
Orthopaedic surgeons can't single-handedly bring an end to the opioid crisis in America, but if we understand that 80% of opioid abuse starts with prescription medication, then we do have the ability to reduce the absolute number of tablets by reducing the variation. We have started this process at our hospital with each service line. The members of each service line have come to a consensus for standardizing prescription opioid medication for their 10 most common surgical procedures. Simply by reducing the variation among providers, and standardizing the prescription process for 1 service line, it is expected that there will be a reduction of 10,000 opioid tablets in our community within 1 year. If this is projected for the hospital for all outpatient surgery, it will translate to a reduction of tens of thousands of tablets annually-just 1 hospital within 1 community.
Our guiding principle has been that patients should not be in pain after a procedure, and a reduction in the prescription of medication should not violate this principle. However, as clinicians, we have all encountered the scenario of postoperative patients returning to the office after surgery with a full bottle of pain medication, inquiring as to what they should do with the remainder. This illustrates that we are missing the most important component of the data; we have not quantified the actual opioid requirements of patients after surgical procedures. We have prescribed medication based upon our education and clinical experience, but we are lacking patient-reported outcomes that record the actual requirements of the patients. The article by Kumar et al 2 in this edition of the AJSM revealed that most of the patients in their study undergoing shoulder surgery at the Hospital for Special Surgery were prescribed more opioid tablets than they consumed. The authors revealed that only a small percentage of patients received instructions regarding the proper disposal of the remaining opioids. The article cites the potential benefits of both patient and prescriber education in reducing the number opioids. Admittedly, opioid addiction is multifactorial, and the perception of pain is variable between patients, but this variation does not limit the derivation of potential solutions through scientific study and rigor. The excess prescription pain medication is causing the bathtub (Figure 1 ) to be filled with new addicts at a much faster rate than we can drain the tub with treatment programs. The number of patients addicted to opioids has dramatically increased, and the number of associated deaths has correspondingly increased. 5 Our football player has graduated, but prior to graduation, he received care and counseling that returned him to his teammates and loved ones. His story is emblematic of the crisis in America that knows no social or economic boundaries; it has devastated families and interrupted too many young lives. As sports medicine specialists, we are in a unique position to change this dynamic and to bring a positive change to our local communities throughout the country, a tradition of the AOSSM for decades. It will take study and academic rigor, but most of all, it will require all of us to understand the connection between the opioid crisis and prescription pain medication. The bottle of medicine that nearly ended a young athlete's life had my name on it. Timothy E. Foster, MD, MBA, MS Newton, Massachusetts
